MISSOUR? DIVISION OF HEALTH STANDARD CERTIFICATE OF DEATH o ()(,91'?8
DEPA.-RT"E'.‘T °r P‘-’“'-'F "‘EALTH . .“m' 'A“m_}‘nmerwl!eqlmmon District’ No. 1003 _____ Registrar's No. ___259 STATE FILE NUMBER

DO'NOT WRITE ; ; o
ON THIS STUB AMENDED k
. PLACE OF DEATH 3. USUAL RESIDENCE (Where decensed Trvad. 1 Tnatitulion: Residonce Gofore

a. COUNTY ‘ e. state Missourl e, county admission)

‘V§ 300
Rev. 4/59

b. Cél;f {If outside corporate limits, give TOWNSHIF only) Length of stay i.n 1b <, Ccl)TY . Inside Limits
. R
TOWN St, Louis, Mo, TOWN St. Louis. Yo 0 Ne O
c. FULl NAME OF {1t NCT in hospital, give location) inside Limits d: STREET \If cutside, give location) Reside on Ferm

HOSPITAL OR t ADDRESS .
mnstnution Bethesda Hospital el No[J g L1258 Manchester, Ave. veq ne %
3. WAME OF DECEASED Fired - - T E— Tert = oAt o oy —

(Type or print] ci e F
] o Oswald C. Parker DEATH March 3, 1963
-5, SEX 6. COLOR OR RACE 7. Married X Never Married [ Ia. D 9. AGE (last birthday) |IF UNDER 1 YEAR ] IF UNDER 24 HR
Male . 'be Widowed [J Divarced O ; 2071189 6? Months | Days Hours fdin.
10a. USUAL OCCUPATION Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and stete or country} § 12, CITIZEN OF WHAT COUNTRY
RETTGClgife ven ¥ reind) | Railroad - Cherryville, Mo, - UdSdAs
13 FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
- Rainey Parker ' Rachel Baker Agnes M,
15.. WAS DECEASED EVER IN U.S. ARMED FORCES?. 14 EACIAL SECLIMTY Rify, 17. INFORMANY Addrezs
(¥es, nol nktown) | ((f el Jive wer or dates of sef :
(ve, oD § | YN Agnes M. Parker, L)25a Manchester, Ave.
18, CAUSE OF DEATH (Enter only one csuse per litmvorpraproprene s INTEHV@MEEN
PART |. DEATH WAS CAUSED BY: [y \ DEATH

IMMEDIATE CAUSE (a)

%E'*AMENDED

aiw|w

| «

m |~

9

DOCUMENT

which gave rise to
sbove couse (a}, } |
stating the under- | . L
lying cause last. DUE TO (c) —) 7
. OTHER SIGNIFICANT COND nouiéommunn TGZDEATH _but not relatedf to the tecminal PART 11t if decessad was  female wa

t .

thare a pregnancy in last 90 days.

i ]DY-;]DNoIDynknwn

[ 20a: ACCIDENT  SUICIDE . nomlﬁcms' 20b. DESCRIBE HOW INJ)RY OCCURRED: (Epter nature of Injury in PART | or PART Il of Item 18.)
g~ '

-

20c. TIME OF - -Hour Mordh, Day, Yesr .
T INJURY a.m. “ 4
p.m.

20d. INJURY OCCURRED . - 200, PLACE OF INJURY {eg., In or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK OJ farm, faclw, street, office bldg., etc}
NOT WHILE AT WORK [

y. 3 - z ot
21, | attended 'hc_-decéqn_a’g-fro‘ ’ 4 (ﬂ o —’ﬁl_and last saw iy olive-on j’ %"/ ﬁ

Death occyrred at # - —m .oﬂ the dste stated abave, and lo the bast °_’, my knowledge, from the causes stated:

¥ [Degroe or fitle) /&4) 226, ADDRESS Z2c. DATE SIGNED
- - W Phecodra X YARIE  1apa.
W - (Sm_,ggg

ALY CREMATION, 4 DATE B 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or :cmmy}

AMENDMENTS :ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

* REWOVAL (Spacify) ) ) )
Removal 763 Masonic Ca,mj-az? S . .
24, FUMERAL DIRECTOR ADDRESS 25. DATE.RECD. BY LOCAL REG. 256, REG) ; ‘5 5 T E - o .
D 4 J[ ,‘.(-% . {2 2

Licklider Funeral Home, St. James, MoJ MAR § 1963

ITEM NO.




(’u"‘r‘
L. IR

- STATEMENT. BY lICENSED ‘EMBALMER

4

| hereby certify that the body whose name ‘is -_reco.rded on the reverse side of this éerﬁf'icai'el was embalrned,“:by nj!;e, )

~or by ; - . : ' - St i i3 Student Embalmer ‘No.

working under my-personsl supervision.

" Student__

Signature of Student Embaimer

ensed Embalme ﬁ/ﬁ(
P. O. Addresfs ‘%")

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comp1y
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting:

If this body is not embalmed fact should be so stated above.

.k [ ’-\J':--‘. LXY I ‘Jf“' an ,:. ) -‘!

il




